AT a Ineeting of this Section last year I showed two cases of scoliosis with spastic paraplegia; I have-since had four others, two of which I present to-day. This condition has always been considered to be extremely rare, and it is interesting to note that Pott differentiated spinal caries from lateral curvature of the spine on the ground that the former might be associated with paraplegia, whereas in lateral curvature paraplegia never occurred. In the two cases shown last year I confirmed the site of obstruction in the spinal theca by lipiodol injections and performed laminectomy; in the present two cases I have neither injected lipiodol nor operated. Case I.-Patient, a boy, aged 16; the scoliosis is said to have commenced four years ago; the onset was gradual, and the disease has progressed -steadily. For six months he has had difficulty in walking. He has a very severe left dorsal scoliosis with a large kyphotic curve. His gait is spastic, and his reflexes are altered, in that the lower abdominal reflex is lost; the knee-jerks are very much increased; there is a patellar clonus and an extensor plantar response. There is no loss of tactile sensation. He has been suslpended on a Fisher bed for three months, and his spasticity is now less.
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Case IL-Boy, aged 17, first attended St. Bartholomew's Hospital when aged 10 on account of a structural scoliosis with bony changes, though not very severe. After attending the hospital for four years he disappeared and was lost sight of in 1922. On March 10 last he returned, exhibiting a very severe right dorsal and left lumbar scoliosis with much rotation, much kyphosis, spastic paraplegia, loss of both abdominal reflexes, increased knee-jerks, patellar clonus, ankle clonus and an extensor plantar response. He has not been taken into hospital for treatment, but I shall treat him by suspension on the Fisher frame in the same way as I have treated the others. It is as yet too early to say much about the result of this suspension. The first patient I treated in this way, from being completely paralysed with complete anaesthesia to the level of the fifth dorsal vertebra, has lost' his anaathesia and has recovered sufficient control to walk about, though he still has a spastic gait. He still suspends himself at home during four hours of the day.
Discu8sion.-Dr. W. T. GORDON PUGH (President) asked Mr. Elmslie to state a little more detail as to the treatment he adopted; and also to say whether he found that treatment useful in cases of paraplegia due to spinal caries.
[April U5, 1927. Au--Ott I Mr. ELAISLIE (in reply to the President's question) said that the method of suspension was by a Sayre's sling fixed on to the back of an adjustable bed-rest, which was raised until it was nearly vertical. A rack and pinion behind the bed-rest enabled the sling to be raised or lowered. Sometimes only chin and occipital straps were nsed; sometimes arm straps. The patient was lifted until the buttocks were just clear of the bed. The period of suspension depended upon the weight of the patient. One of the boys was being suspended every alternate half hour throughout the day.
As to the pathological anatomy, in the first case on which a laminectomny was performed the spinal cord was found tightly tucked into the corner on the concave side of the vertebral bodies, so that the laminae on this side had to be extensively removed before the theca could be seen. No cerebro-spinal fluid escaped when the theca was incised until the opening had been carried well above the most severe point of the curvature. The theca was so tightly stretched that it could not be sutured. The interference with the function of the cord appeared to be due rather to this acute tension around the curve than to any particular point of pressure.
A Method of Treating Lumbar Scoliosis.
THIS is an attempt to devise a method of treatment for lumbar and dorso-lumbar scohiosis.
Case I.-Patient, a girl, came up two years ago with a deviation of the spine to the left and a flat back. She was given the usual exercises, but in the course of time, in spite of the treatment, she developed a marked curve in the left lumbar region with rotation and early fixation of the vertebral bodies and complete flattening in the lumbar region. I put her up in a short plaster spica with the right leg flexed and abducted carrying the plaster above the left iliac crest. Consequently, when she brings her legs together in the normal standing position, she automatically pulls the lumbar spine over to the right and, at the same time, is forced to arch her back.
This appears to me to be a reasonable method, because it imposes the attitude of activity while active, permits of the attitude of rest, and allows the remedial exercises to be carried out more advantageously, since they can be performed when the patient is enforcedly standing in the corrected attitude.
You only have my word for it, but I assure you her state was markedly improved after wearing the spica for only three weeks. Case II.-Patient, a girl, whose condition illustrates a class of case which I believe is liable to be made worse by the usual exercises for a weak back.
She has a long, narrow, generalized, kyphotic back, and stands in an almost exaggerated attitude of rest. She cannot touch her toes by about 8 in., but when she stoops to her utmost limit, so far as her back is concerned it is normal, both in range of flexion and shape (figs. 1, 2). She fails to touch her toes because her hamstrings are remarkably short. If she were made forcibly to stoop down and touch her toes, as children are apt to do in the ordinary gymnastic classes, undue pressure would be brought to bear upon the bodies of her lumbar vertebrie. She would be trying to flex her spine beyond its normal limits; consequently the vertebral bodies would be liable to react in one of two ways: either they would become wedge-shaped or they would rotate out of the way.
I have seen cases such as this gradually progress from merely an abnormal attitude to a fixed lumbar kyphosis or scoliosis with rotation, in spite of treatment. I maintain that this has probably occurred because of the treatment.
